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Participants	 evaluated	 interprofessional	 simulation	 as	 a	 successful	 strategy.	 Post-course,	
participants	identified	learning	points	and	at	the	interviews,	similar	themes	with	examples	of	
application	in	practice	were:	Understanding	individual	needs	and	empathy;	Communicating	









































Recently,	Orvik	 et	 al	 [2]	 argued	 that	 transitional	 care	has	become	of	 central	 importance	 in	






Miller	 [18]	 asserted	 that	 collaboration	between	health	 and	 social	 care	 services	 is	 vital	 for	
providing	integrated	care	but	that	those	working	in	health	can	find	it	difficult	to	understand	
the	nature	of	‘social	care’.	Miller	[18]	further	highlighted	that	there	can	be	negative	attitudes	
of	 health	 care	 professionals	 towards	 social	 care	 professionals	 and	 vice	 versa,	 resulting	 in	
barriers	to	collaborative	working	practices.	Interactions	between	professionals	with	different	



































































































































































should	 go	 beyond	 the	 immediate	 reactions	 of	 attendees	 and	 should	 consider	 changed	
behaviours	and	professional	practice.	This	is	important	as	even	when	satisfaction	ratings	are	
good	and	learning	objectives	are	met,	transfer	of	knowledge	into	behaviour	may	not	occur	
[51].	 The	 model	 identifies	 the	 need	 for	 four	 levels	 of	 evaluation:	 level	 one	 explores	
participants’	initial	reaction	to	training;	level	two	identifies	participants’	learning;	level	three	
investigates	participants’	behaviour	in	applying	what	they	have	learnt	from	the	training;	and	
level	 four	 identifies	 the	degree	to	which	targeted	results	and	outcomes	are	achieved.	The	







experience	 through	 an	 evaluation	 questionnaire,	 which	 explored	 the	 first	 two	 levels	 of	
Kirkpatrick’s	model:	the	participants’	 initial	reaction	to	the	training	and	their	 learning.	The	
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explain	 in	detail	 their	 experiences	of	 applying	 learning	 from	 the	 course	 into	practice	with	
examples,	thus	providing	rich	data.	An	interview	schedule	was	devised	to	ensure	each	of	the	
study	 aims	was	 explored.	Questions	 related	 to:	 learning	 from	 the	 course;	 delivery	 of	 the	
course	 (simulation	 and	 interprofessional	 learning);	 application	 of	 learning	 in	 every	 day	
practice;	examples	of	working	differently;	and	perceived	outcomes	for	patients/families.		The	
semi	structured	nature	of	the	interviews	allowed	further	probing	questions	to	be	asked	to	
elicit	 more	 information	 or	 for	 clarification	 [52].	 All	 of	 the	 participants	 who	 attended	 the	
course	were	invited	to	be	interviewed	by	email.	An	initial	email	was	followed	up	with	two	
subsequent	 emails	 and	 telephone	 contact.	 However,	 it	 was	 only	 possible	 to	 recruit	 9	
participants	to	the	study.	This	was	in	part	due	to	the	length	of	time	since	the	course	had	run	
and	 staff	 movement,	 as	 well	 as	 workload.	 	 The	 interviews	 were	 all	 conducted	 by	 one	
researcher,	over	the	telephone	and,	with	permission	from	participants,	they	were	recorded	

















Ethical	approval	was	obtained	 from	a	University	Research	Ethics	Committee.	As	 the	 study	
design	met	the	UK’s	Health	Research	Authority	criteria	of	a	service	evaluation	and	did	not	
directly	 involve	patients,	 an	NHS	 research	ethics	 committee	application	was	not	 required.	
Participation	in	the	evaluation	was	voluntary.	Questionnaires	were	completed	anonymously	
and	data	were	 initially	 stored	on	 an	NHS	 secure	 computer	 then	 securely	 transferred	 to	 a	
university	computer	for	analysis.	Interview	participants	were	provided	with	an	information	















































































































































interviews	 and	 seemed	 to	 enrich	 learning	 due	 to	 the	 opportunity	 to	 reflect	 and	 discuss	
practice	that	was	true	to	life,	supporting	previous	findings	that	realism	of	simulation	scenarios	
impacts	 on	 learning	 [55].	 The	 main	 themes	 were:	 Understanding	 individual	 needs	 and	
empathy;	 Communicating	 with	 patients	 and	 families;	 Interprofessional	 working;	 Working	
across	settings	to	achieve	effective	care	transitions.	Findings	within	each	theme	relate	to	both	





The	course	provided	 insight	 into	patients’	experience	and	 in	particular	 the	 simulation	 suit	
enabled	them	to	experience	what	it	was	like	to	be	older,	which	encouraged	empathy:	
‘For	me,	 that	was	an	eye	opener	because	we	sometimes	 take	 for	granted	 that	 the	
older	person	is	just	as	fit	and	can	do	all	the	things	how	we	can	do…that	was	scary	–	…	






put	 the	 care	 in	place	 for	people,	but	we	don’t	 always	 think	about	what	 that	 [care	
package]	means	 to	 that	 person	when	we	 put	 that	 care	 in	 place	 and	 how	 you	 are	





‘To	 genuinely	 engage	 in	 the	 experience	 that	 these	 people	 have,	 to	 have	 an	
understanding	of	what	the	care	is	going	to	look	like	for	this	person’.	(Participant	8).		

















in	 advance	 so	 instead	 of	 saying	 “I’ll	 do	 that	 tomorrow”,	 “I’ll	 do	 it	 today”	 or	 “at	







































































of	 disparate	 unconnected	 groups	 of	 people	 where	 they’re	 having	 to	 repeat	
themselves	or	 they’re	 feeling	 they’re	getting	 inconsistent	 responses	 from	different	
agencies	who	aren’t	communicating	effectively	within	themselves.’	(Participant	8)	
Participants	 felt	 they	 had	 gained	 a	 much	 greater	 knowledge	 of	 the	 entire	 process	 for	











‘I	 took	the	holistic	way	of	discharging	because,	 in	 the	wards	we	have	had	so	many	
unsuccessful	discharges	and	the	way	you	all	brought	it	out	is	to	make	sure	the	patient	
is	ready	to	go	and	only	then	discharge	the	patient’.	(Participant	9)	
	
4 Discussion		
This	paper	contributes	by	providing	a	detailed	account	of	the	development,	
implementatiion	and	evaluation	of	an	interprofessional	simulation	course,	to	support	
integrated	care	initiatives	to	improve	care	transitions	for	older	people	with	complex	needs.	
As	this	was	a	pilot	project,	a	limitation	was	the	small	sample	size.	However,	the	sample	
included	participants	from	varied	professions,	from	a	range	of	seniority	levels	and	from	both	
hospital	and	community	settings,	which	enabled	an	exploration	of	how	inter-professional	
learning,	and	bringing	hospital	and	community	staff	to	learn	together,	impacted	on	
integrated	care	in	practice.		An	extremely	high	response	rate	was	achieved	for	the	pre	and	
post	intervention	questionnaire	(92%	of	participants	completed	both	parts).	While	the	
sample	size	for	the	qualitative	interviews	was	small,	these	were	intended	to	be	exploratory	
and	provide	in	depth	insight	into	participants’	experiences	of	learning	and	its	application	in	
practice.	By	the	final	interviews	no	new	themes	were	emerging	and	saturation	could	be	
seen	to	have	been	achieved	[56].			A	further	strength	was	the	sequential	approach	which	
captured	staff	perceptions	of	their	learning	prior	to	attendance	on	the	course,	upon	
immediate	completion	and	after	they	had	applied	their	learning	in	practice,	when	planning	
care	transfers	for	older	people.	The	depth	of	the	interview	data	meant	that	it	was	possible	
to	gain	an	understanding	of	whether	immediate	knowledge	gain	translated	into	changed	
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behaviour	in	practice.	The	evaluation	relied	on	self	reported	data	and	there	are	limitations	
of	this	including	social	desirability	bias	and	acquiescence	bias	[57].	However,	self	reported	
data	in	commonly	used	in	evaluations	and	have	been	shown	to	be	more	accurate	in	
measuring	learning	when	used	with	samples	who	are	used	to	reflecting	on	and	assessing	
their	own	learning,	such	as	this	population	group	of	health	and	social	care	professionals		
[57].	In	order	to	reduce	potential	bias	in	this	area	non	leading	questions	were	used	in	the	
interview	schedule	and	participants	were	asked	to	provide	examples	from	practice	to	
support	their	reflections.	A	further	limitation	was	that	the	design	did	not	include	data	
collection	with	older	people	and	their	families	nor	measure	of	impact	on	outcomes	such	as	
reduced	readmission	rates,	but	this	was	outside	the	scope	of	this	pilot	project.		
	
Goodwin	et	al	[7]	suggested	that,	to	achieve	integrated	care,	‘what	appears	to	matter	most	
is	not	the	organisational	solution	but	what	happens	at	the	service-	and	clinical-level’.	
Therefore,	the	health	and	social	care	professionals	who	deliver	integrated	care	in	clinical	
practice	are	of	central	importance	yet,	integrated	care	initiatives	have	not	always	
recognized	and	addressed	the	associated	educational	needs	of	the	health	and	social	care	
workforce	[8].	The	starting	point	for	the	current	project	was	an	identified	need	to	educate	
healthcare	professionals	who	were	involved	in	care	transitions	from	hospital	to	home	for	
older	people	with	complex	needs,	in	a	virtual	integrated	care	system.	That	the	scoping	
exercise	that	informed	the	course	development	identified	a	preference	for	interprofessional	
education,	indicated	workforce	recognition	of	the	importance	of	effective	interprofessional	
working.	Furthermore,	the	pre	course	questionnaire	results	revealed	that	difficulties	encountered	
when	managing	care	transitions	to	home	often	related	to	collaborative	working:	communication	
difficulties	across	professions	and	lack	of	knowledge	of	services	and	resources	in	other	settings.	
	 27	
These	results	support	previous	studies	that	have	highlighted	deficits	in	communication	and	
information	transfer	during	care	transitions	from	hospital	[58,59].	
	
The	findings	from	the	current	study	indicated	that	a	simulation	course	where	health	and	
social	care	professionals	from	across	hospital	and	community	settings	learned	
interprofessionally,	was	perceived	to	lead	to	a	more	collaborative	and	integrated	way	of	
working	in	practice.	The	care	of	older	people	increasingly	needs	a	more	interprofessional	
collaborative	approach	to	deliver	the	necessary	complex	and	continuous	care	and	overall,	
effects	of	interprofessional	interventions	for	older	people	have	been	identified	as	being	
positive	on	a	number	of	outcomes,	including	care	transitions	[60].		Internationally,	there	is	
growing	interest	in	the	ability	of	healthcare	professionals	to	work	collaboratively	together	
[61]	with	collaborative	practice	being	considered	vital	for	providing	safe,	high	quality,	
patient-centred	care	[41].	Collaboration	is	a	complex	process	that	presents	many	challenges	
[62]	but	it	is	increasingly	understood	as	an	interpersonal	process	that	requires	trust,	mutual	
respect	and	effective	communication	[19,	63],	with		regular	dialogue	between	the	professionals	
involved	[64,	15].	Similarly,	for	successful	integrated	care,	there	is	a	need	to	create	trust	and	
mutual	respect	between	professionals	[8]	and	to	recognise	the	importance	of	issues	such	as		
relationship	building	and	fostering	an	environment	that	supports	new	collaborations	and	
ways	of	working	[7].		
	
Healthcare	students	have	been	found	to	be	positive	towards	inter-professional	
collaboration	and	learning	[65]	but	many	health	and	social	care	professionals	have	not	had	
interprofessional	learning	opportunities	[8].	The	findings	from	both	the	post	course	
questionnaire	and	the	follow	up	interviews	showed	that	the	interprofessional	simulation	
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during	the	course	was	highly	valued	by	participants,	that	it	contributed	to	a	richer	learning	
environment	and	successfully	promoted	collaborative	practice	between	the	participating	
health	and	social	care	professionals.	Whilst	bringing	professionals	together	for	education	is	
challenging,	it	can	have	a	positive	effect	on	outcomes	[35].	In	the	current	study,	involving	
health	and	social	care	professionals	in	the	scoping	exercise	in	the	planning	of	the	course	
appeared	to	positively	affect	their	willingness	to	participate	in	the	course	themselves	or	to	
support	other	staff	in	attending.		
	
Howarth	et	al.	[66]	suggested	that	for	successful	integrated	care,	there	needs	to	be	role	
awareness	and	effective	communication	between	professional	groups	within	teams.	
However,	practitioners	in	different	settings	often	work	independently,	with	little	knowledge	
of	other	settings	[12,	24,	13].	Staff	have	often	not	worked	within	the	settings	to	which	they	
are	transferring	patients	and	so	they	may	be	unfamiliar	with	their	services	[67].	Previous	
research	findings	revealed	that	community	and	acute	hospital	staff	can	lack	opportunities	to	
meet	each	other,	build	relationships,	develop	trust	and	gain	understanding	of	each	other’s	
roles	and	the	service	provision	in	other	parts	of	the	system	[68,	15].	The	benefits	of	
facilitating	a	regular	dialogue	between	team	members	are	well	recognised	[69,	64]	and	
previous	research	findings	highlighted	that	strategies	to	bring	professionals	together	to	
learn	about	each	other’s	services	could	be	successful	[63].	In	the	current	study,	the	course	
acted	as	a	catalyst	to	bring	health	and	social	care	professionals	from	across	settings	
together,	which	resulted	in	a	greater	understanding	of	the	roles	and	difficulties	encountered	
by	other	professionals	across	the	hospital-community	interface	in	the	process	of	care	
transfers	home	and	the	importance	of	sharing	information,	communication	and	effective	
interprofessional	team	work.	This	learning	translated	into	practice	as	at	interview,	
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participants	were	able	to	identify	examples	of	how	they	had	improved	interprofessional	
communication	and	strategies	for	working	across	settings	to	achieve	more	effective	care	
transitions	home	for	older	people.		
	
Providing	effective	interprofessional	education	can,	however,	present	some	challenges	as	
learners	from	different	professions	may	have	different	ways	of	interacting	with	the	world,	
use	different	professional	languages	and	have	different	preferred	learning	styles	[41,	70].	
Underpinned	by	Kolb’s	[71]	premise	that	people	learn	best	by	doing,	reflecting	and	making	
modifications	to	their	practice,	simulation	provides	the	catalyst	for	learning,	through	which	
there	is	an	opportunity	for	interprofessional	education	to	occur,	with	knowledge	created	in	
the	social	exchange	among	participants.	The	situated	learning	approach,	which	sees	learning	
as	a	social	process	whereby	knowledge	is	co-constructed	by	participants	and	is	informed	by	
its	context,			invites	integration	into	a	community	of	practice,	which	fosters	interaction	and	
encourages	sharing	of	ideas	[72],	This	approach	also	encourages	individual	and	group	
analysis	of	the	activity	systems	in	which	they	operate	[73]	so	shared	understandings	may	be	
constructed.	Interprofessional	simulation	is	has	been	found	to	offer	a	learning	environment	
that	supports	acquisition	of	the	knowledge,	skills,	attitudes,	and	behaviours	of	teamwork	
required	to	promote	safe	quality	patient	care	[41].	This	study	supports	these	conclusions	
about	the	use	of	simulation,	with	participants	expressing	appreciation	for	this	mode	of	
delivery,	seeing	it	as	having	provided	an	enriched	learning	environment,	which	contributed	
to	the	learning	outcomes	and	subsequent	changes	in	ways	of	working.	An	authentic	
simulation	experience	has	been	identified	as	important	for	optimizing	learning	[74]	and	in	
the	current	study,	the	opportunity	to	experience	simulated	practice	that	was	true	to	life	
upon	which	participants	could	reflect	and	discuss	was	an	effective	learning	strategy.	It	
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should	be	acknowledged	however	that	simulation	is	a	resource	intensive	educational	
approach	with	associated	cost	implications	[75].		
The	way	older	people	are	treated	by	staff	has	been	found	to	have	a	major	impact	on	their	
overall	care	experiences	[5].	In	the	current	study,	findings	indicated	that	simulation	directly	
contributed	to	participants’	perceptions	of	increased	empathy	and	understanding	of	the	
physical	and	emotional	needs	of	older	people	with	complex	needs.	Whilst	many	studies	that	
have	evaluated	simulation	have	been	based	in	acute	care,	Alcorn	et	at	[76]	found	that	a	
simulation	course	improved	medical	students’	perceived	ability	to	care	for	older	people.	The	
level	of	patient	involvement	in	care	transition	processes	is	important	for	successful	
transitional	care	[9,	12]	but	internationally,	previous	studies	have	highlighted	that	older	
people	may	not	be	as	involved	in	decision	making	about	care	transitions	as	they	would	
prefer	[77,	15,	16]	and	that	poor	communication	with	patients	adversely	affects	transition	
experiences	[13,	5,	10,	78,79].	In	the	current	study,	participants	discussed	that,	as	a	result	of	
the	course,	they	now	better	understood	the	need	to	communicate	more	effectively	with	
patients	and	their	families	and	they	gave	examples	of	how	they	now	involved	them	more	in	
decision	making	about	their	care	transfers.		
	
5. Conclusion		
Delivering	integrated	care	in	practice	requires	a	health	and	social	care	workforce	that	can	
work	interprofessionally	and	collaboratively	in	a	person-centred	way.	However,	the	
workforce’s	educational	needs	for	delivering	effective	integrated	care	have	not	always	been	
fully	acknowledged	and	addressed.	This	paper	reported	on	how	an	educational	intervention	
to	support	integrated	care	for	older	people	experiencing	care	transitions	from	hospital	to	
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home	could	be	planned	and	delivered.	The	simulation	approach	and	interprofessional	
nature	of	the	course	was	well	evaluated	and	contributed	to	improved	empathy	with	older	
people	and	a	better	understanding	of	other	professional	roles	and	collaborative	practice.		
The	key	areas	of	learning	that	were	identified	during	the	immediate	post-course	evaluation,	
including	better	patient	and	family	involvement,	were	retained	after	participants	returned	
to	practice.	The	evaluation	also	indicated	areas	where,	from	participants’	perceptions,	they	
applied	their	learning	and	changed	their	practice	as	a	result	of	the	course.	The	course	was	
delivered	as	a	pilot	and	so	the	small	scale	nature	of	the	evaluation	is	a	limitation.	It	is	
recommended	that	a	larger	scale	evaluation,	using	a	wider	range	of	methods	and	data	
sources,	and	with	measurement	of	benefits,	could	be	conducted	in	the	future.		
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